Background {#Sec1}
==========

Bladder cancer (BC) represents 4.5 % of all new cancers in the US with over 74,000 cases and it remains the 5th most common in 2015 \[[@CR1]\]. Typically, it presents with hematuria, and 70 % of patients with BC initially have non-muscle invasive bladder cancer (NMIBC). NMIBC has a high chance of recurrence (60--85 %) and requires long term surveillance \[[@CR2]\]. Several guidelines exist for the management of non-muscle invasive bladder cancer, and include cystoscopy and urine-based tests for initial screening and recurrence surveillance \[[@CR3]--[@CR5]\].

Cystoscopy is the community gold standard for the detection of bladder tumors, and identifies nearly all papillary and sessile tumors \[[@CR6]\]. However, it is invasive and a source of distress for patients. It also has a limited ability to detect occult microscopic disease or the presence of tumors in atypical locations. Microscopic disease is of particular importance in BC because of prevalent field effect \[[@CR7]\]. While urethral cancer is a rare event, \[[@CR8]\] upper tract tumors (UTUC) account for 5--10 % of urothelial cell carcinoma and may lead to increased morbidity and mortality if missed \[[@CR9]\]. Therefore, guidelines recommend adjunctive tests for detection of BC \[[@CR3]--[@CR5]\]. The two most common urine-based tests are voided urine cytology and UroVysion™ (Vysis, Downers Grove, IL) fluorescence in situ hybridization (FISH) assay. Most physicians and their patients will assume that a positive urine test indicates the presence of a tumor, and will aggressively pursue a diagnosis.

The majority of physicians believe that a urine test will perform similarly in all patient populations, but this may be a false assumption. Test performance often varies across patient subgroups and is termed spectrum effects \[[@CR10]--[@CR12]\]. Although reporting spectrum effects for a given test is endorsed by the STARD initiative, it is uncommon in practice \[[@CR13]\]. We are the first to evaluate for the existence of spectrum effects in cytology and FISH among patients being screened because of hematuria or undergoing surveillance of NMIBC. Our hypothesis is that test performance varies according to patient characteristics. We analyzed the diagnostic performance by test indication as well as four clinically significant demographic variables - age, gender, race, and smoking status. The objective of this study was to determine the presence and magnitude of spectrum effects occurring in cytology and FISH of a large contemporary cohort undergoing bladder cancer screening.

Methods {#Sec2}
=======

Subject selection {#Sec3}
-----------------

After approval by the Duke University Health System Institutional Review Board, all subjects who underwent cystoscopy and cytology and/or UroVysion FISH at Duke University Medical Center (DUMC) between 1/2003 to 1/2012 for either hematuria evaluation or surveillance of bladder cancer were identified. As the data for the study was obtained through retrospective chart review, a waiver of informed consent was approved by the IRB. For patients with signs or symptoms of urinary tract infection, the standard practice at our institution was to collect a urine specimen for culture, treat the patient with culture-specific antibiotics, and delay cystoscopy and urine marker testing for 2--4 weeks to avoid confounding the results.

Cystoscopy as the diagnostic gold standard for bladder tumor {#Sec4}
------------------------------------------------------------

White light cystoscopy, the community gold standard in diagnosis of bladder tumors, was used to determine the presence or absence of a bladder tumor \[[@CR4], [@CR14]--[@CR16]\]. Cystoscopy was chosen over biopsy as the standard against which urine tests were compared because a biopsy is obtained only in subjects with an abnormal cystoscopy or urine test, which would subject the results to considerable verification bias \[[@CR17]\]. Cystoscopy results were classified as positive, suspicious, or negative. A positive cystoscopy serves as a surrogate for histopathology, as nearly all visible tumors are malignant \[[@CR6]\]. We required that cystoscopy occur within +/− 30 days of the urine-based test to serve as the gold standard.

Cytology {#Sec5}
--------

Urine samples received in the Cytology Preparatory Laboratory were prepared as ThinPrep slides (Cytyc Corporation, Marlborough, MA). After samples were centrifuged at 2800 rpm for 5 min, the supernatant was removed to produce a cell pellet. Cell pellets were washed with Cytolyt Solution. Two to three drops of each patient sample was transferred into PreservCyt Solution and fixed for 15 min. ThinPrep slides were then produced by loading the samples into the ThinPrep 2000 Processor. The ThinPrep slides were stained with Papanicolaou stain, cover-slipped and then screened by a cytotechnologist before being evaluated by a cytopathologist. More than one cytopathologist was involved in the analysis of the urine specimens during the study interval. After cytological evaluation, the specimens were classified into one of four categories: negative, atypical, suspicious for malignancy, or positive for malignancy.

UroVysion FISH test {#Sec6}
-------------------

Patient samples for UroVysion FISH were prepared according to manufacturer recommendations (Abbott Molecular Inc., Abbot Park, IL). The UroVysion Probe mixture contains chromosome enumeration probes (CEPs) labeled with Spectrum Red for visualization of chromosome 3, Spectrum Green for visualization of chromosome 7 and Spectrum Aqua for visualization of chromosome 17, as well as a locus specific probe for 9p21 labeled with Spectrum Gold. The slides were counterstained with DAPI and visualized with a fluorescence microscope equipped with the appropriate filters for signal enumeration of each fluorophore. A minimum of 25 morphologically abnormal cells per test were analyzed. The UroVysion FISH result was defined as meeting one or more of the following criteria: (i) ≥ 4 cells with gains of 2 or more chromosomes 3, 7, and 17 in the same cell, (ii) ≥ 10 cells with tetrasomy of chromosomes 3, 7, and 17, (iii) ≥ 10 cells showing gains of a single chromosome 3, 7, or 17, and (iv) ≥ 12 cells with homozygous loss of 9p21 locus \[[@CR18]\].

Statistical methods {#Sec7}
-------------------

Diagnostic test performance metrics and 95 % confidence intervals (95 % CI) were calculated using logistic models: (a) a generalized estimating equation (GEE) using an exchangeable (compound symmetry) covariance structure, \[[@CR19]\] and (b) a generalized linear mixed model (GLMM) \[[@CR19]\]. While both models take into account clustered/correlated test results that occur due to repeated testing within subjects, they are different techniques and results are interpreted differently \[[@CR20]\]. The GEE is a marginal model that is interpreted as "population-averaged," whereas the GLMM is a conditional model interpreted in a "subject-specific" manner \[[@CR21]\]. Sensitivity and specificity were calculated for the overall cohort as well as by indication, age, gender, race, and smoking status subgroups. Age was analyzed as a continuous variable, but the results are presented in age decades for ease of interpretation. Indication, gender, race, and smoking status were analyzed as categorical variables. Smokers were stratified as "Never smokers," "Former smokers," or "Current smokers," as indicated in their electronic medical charts. Smoking status was available on all patients in both the cytology and FISH cohorts. A two-sided *p*-value of 0.05 was used to define statistical significance. Statistical analyses were conducted using R 3.1.3 with packages lme4, geepack, and BSagri installed.

Results {#Sec8}
=======

A total of 4023 pairs of cystoscopies and cytologies were obtained from 871 unique subjects for the cytology analysis, and 1696 pairs of UroVysion tests and cystoscopies from 827 unique subjects for the UroVysion FISH analysis. Baseline demographic characteristics of the study cohort are shown in Table [1](#Tab1){ref-type="table"}. In patients who had positive pathology in the cytology cohort, the AJCC stage distribution was: 355 (81 %) stage 0, 33 (7.5 %) stage 1, 33 (7.5 %) stage 2, and 19 (4 %) stage 3. The grade distribution was 199 (45 %) low grade and 239 (55 %) high grade. In the FISH cohort, of patients who had positive pathology, the AJCC stage distribution was: 183 (77 %) stage 0, 24 (10 %) stage 1, 18 (8 %) stage 2, 12 (5 %) stage 3, and 1 (\<1 %) stage 4. The grade breakdown was 102 (43 %) low grade and 134 (56 %) high grade.Table 1Clinical characteristics of the study populationCytology cohortUroVysion FISH cohortSample size Unique subjects871827 Test-cystoscopy pairs40231696Age (years, median)66 (IQR: 56--75)67 (IQR: 56--76)  \< 4034 (4 %)29 (4 %) 40--5089 (10 %)84 (10 %) 50--60162 (19 %)152 (18 %) 60--70248 (29 %)227 (27 %) 70--80222 (26 %)217 (26 %)  ≥ 80113 (13 %)118 (14 %)Gender Male540 (62 %)488 (59 %) Female328 (38 %)339 (41 %)Race White668 (78 %)648 (78 %) Black157 (18 %)154 (19 %) Other26 (3 %)25 (3 %)Smoking status Current smoker75 (9 %)82 (10 %) Former smoker403 (48 %)407 (49 %) Never smoker356 (43 %)338 (41 %)Indication for test Hematuria415 (48 %)368 (44 %) Urothelial carcinoma331 (38 %)322 (39 %) Other125 (14 %)137 (17 %)Cystoscopy result Negative2783 (69 %)1324 (78 %) Positive752 (19 %)185 (11 %) Atypical/Suspicious492 (12 %)187 (11 %)Urine test result Negative1632 (41 %)1210 (71 %) Positive375 (9 %)486 (29 %) Atypical/Suspicious2016 (50 %)-*IQR* interquartile range

The diagnostic performance of urine cytology is shown in Table [2](#Tab2){ref-type="table"} and Fig. [1](#Fig1){ref-type="fig"}. Increasing age was associated with an increase in sensitivity and decrease in specificity of urine cytology. Sensitivity increased by 17 %, from 50 % in subjects ≤40 years to 67 % in those ≥80 years. In contrast, specificity declined from 53 % in subjects ≤40 years of age to 36 % in subjects ≥80 years of age. Gender had the greatest impact on cytology performance. Subject-specific estimates of sensitivity derived from the GLMM model were dramatically higher in men than women (67 % vs 51 %), though specificity was lower (36 % vs 53 %). In subjects with a history of smoking, cytology was 10 % more sensitive and proportionally less specific compared with subjects who had never smoked. Race and indication did not significantly impact cytology test performance in either of the models.Table 2Diagnostic performance of urine cytology by patient subgroupRisk factorSubgroupMethodSensitivitySpecificity*P*-valueEstimate (%)LCIUCIEstimate (%)LCIUCIOverallNoneGLMM6258664138440.13GEE5956634340450.23Age40GLMM504258534660\<0.0015055496048445360595463444147706359674037438067627136324040GEE5043575246580.00650534859494553605753614542487060576442394480646068383542SmokingNeverGLMM5651624742520.003Former666271373341Current595068443553NeverGEE5550604743510.005Former635967393643Current574965453852GenderFemaleGLMM514557534858\<0.001Male676371363239FemaleGEE504555524856\<0.001Male646067383541RaceWhiteGLMM6359674037440.34Black615368433650Other513468523668WhiteGEE6056644239450.25Black585165443850Other493563533967IndicationHematuriaGLMM6358694035450.047Cancer635968403644Other534462514359HematuriaGEE6156654238460.059Cancer605664423945Other524559514457Fig. 1Cytology test performance characteristics by patient subgroups

The diagnostic performance of UroVysion FISH is shown in Table [3](#Tab3){ref-type="table"} and Fig. [2](#Fig2){ref-type="fig"}. Again, increasing subject age was associated with increased sensitivity and decreased specificity. Subject-specific estimates of test sensitivity obtained from the GLMM model nearly tripled from 17 % in subjects ≤40 years of age to 49 % in those ≥80 years of age. Contrarily, specificity decreased from 93 % in subjects ≤40 years of age to 74 % in those ≥80 years of age. The UroVysion FISH test was substantially less sensitive in women than in men (28 % vs. 44 %), though its specificity was higher (88 % vs 78 %). Test performance was similar in current and former smokers regardless of the analysis model. However, in nonsmokers, test sensitivity was approximately 15 % lower and specificity approximately 10 % higher than current and former smokers. Race was not statistically significant in the correlative models. Analysis of test performance by indication revealed significant differences. FISH was dramatically more sensitive for cancer surveillance (46 %) than for hematuria (26 %). However, it was also less specific (76 % vs 88 %).Table 3Diagnostic performance of UroVysion FISH by patient subgroupRisk factorSubgroupMethodSensitivitySpecificity*P*-valueEstimate (%)LCIUCIEstimate (%)LCIUCIOverallNoneGLMM393146827985\<0.001GEE383245777580\<0.001Age40GLMM171126938996\<0.0015023163190869360312439868389704033478177848049415774687940GEE201428898592\<0.00150251933868289603226398178847039334676737980474054706574SmokingNeverGLMM251834898692\<0.001Former463854777281Current412855807187NeverGEE263485858188\<0.001Former445272726875Current405176766882GenderFemaleGLMM282036888492\<0.001Male443652787482FemaleGEE282236848087\<0.001Male433737736977RaceWhiteGLMM4033478177850.219Black312142878191Other371761836593WhiteGEE3933467673790.160Black312341827687Other351758806191IndicationHematuriaGLMM261935888492\<0.001Cancer463854767180Other281940878092HematuriaGEE292237837986\<0.001Cancer443852716775Other312241827587Fig. 2UroVysion FISH test performance characteristics by patient subgroups

There were 4,729 total cytologies collected, although 706 did not have a corresponding cystoscopy to perform the above analysis. During the study period, 1898 (40 %) were negative, 423 (9 %) positive, and 2408 (51 %) suspicious or atypical. When suspicious/atypical cytology results using the GLMM model were classified as positive, the sensitivity was 62 % \[95 % CI: 58--66 %\] and the specificity was 41 % \[95 % CI: 38--44 %\]. When these results were re-classified as negative, this had the effect of a large increase in specificity 100 % \[95 % CI: 100-100 %\] with a consequent decrease in sensitivity 0 % \[95 % CI: 0-2 %\].

For all the above analyses, suspicious cystoscopies were considered positive since they will generally result in intervention (e.g., bladder biopsy). To determine whether the classification of suspicious cystoscopies dramatically affected our results, we repeated the analyses with suspicious cystoscopies classified as negative and found no significant difference in our results, demonstrating that the performance of cytology and UroVysion FISH are not sensitive to how suspicious cystoscopies are classified. This stands in contrast to the large effect seen in cytology with a similar re-analysis that was mentioned above.

Discussion {#Sec9}
==========

Spectrum effects were first described by Mulherin et al. as inherent variations in diagnostic test performance among different subgroup populations \[[@CR12]\]. We have shown that urine-based tests for bladder cancer (a) have poor diagnostic performance and (b) vary substantially in accuracy in different patient populations. However, the recognition of spectrum effects allows for a strategy that should result in a clinically important gain for the patient.

We stratified our cohort into four clinically relevant subgroups and found that age, male gender, and a history of smoking were all associated with increased sensitivity in both cytology and UroVysion. Smoking and aging are associated with altered cellular biology which might lead to changes detectable by cytology or UroVysion \[[@CR22]\]. Epidemiologically, age and cigarette smoking have also been associated with more advanced disease at initial presentation \[[@CR22], [@CR23]\]. It is possible that the improvement in sensitivity of cytology and UroVysion is due to more advanced disease at presentation in these demographics. Horstmann et al. found that age was associated with higher false positive rates in cytology and the NMP22 assay, which would translate to decreased specificity and is consistent with our results \[[@CR24]\]. The analysis by indication also revealed increased sensitivity for UroVysion but not cytology when used for cancer surveillance compared to hematuria. This may also be a reflection of advanced disease in that population. Interestingly, Dimashkieh et al. found that both UroVysion and cytology are slightly more sensitive in the context of cancer surveillance than in hematuria \[[@CR25]\].

Disease severity fails to explain why both tests were more sensitive in males than females. While the incidence of bladder cancer is three to four times higher in men, women tend to present with more advanced disease \[[@CR26], [@CR27]\]. An alternative explanation for the gender disparity we observed is that gender-specific genetic differences are affecting test performance. Recent studies have found gender differences at a cellular level, and postulate that cells have a "sex" \[[@CR28]\]. Shen et al. have elucidated gender differences in bladder cancer biology thought to be related to differential expression of sex steroid receptors on urothelial cells \[[@CR29]\]. Specifically, the beta subunit of the estrogen receptor is the predominant receptor expressed in the majority of bladder cancers, and a positive correlation exists between degree of estrogen receptor expression and tumor grade and stage \[[@CR29]\]. These gender differences in cancer biology may result in differences in cytologic morphology. Distinct patterns of chromosomal abnormalities between the genders have been described in other cancers and it is possible that the specific chromosomal aberrations detected by the UroVysion test result in improved sensitivity in men \[[@CR30]\].

Proper stratification into relevant subgroups allows for recognition of important spectrum associations \[[@CR31]\]. There is value in discerning between low grade and high grade lesions; high grade should be detected as early as possible, while the likelihood of missing such a tumor should be as low as possible. In high risk populations, sensitivity is more important than specificity because the consequences of a missed malignancy are great. FISH exhibits such properties in the smoking subgroup, whereas cytology does not have similar characteristics in the same population. Therefore, a clinician should give stronger consideration to FISH results than cytology results in smokers. Analogous spectrum effects can be seen for indication and cytology.

There are other patient populations were the risks of a procedure often outweigh the benefit. It is preferable for a urine test with a high specificity and low sensitivity in low grade disease to reduce the number of unnecessary invasive procedures. Age and cytology illustrate this effect because as the patient age increases, so does the specificity, with a reciprocal decrease in sensitivity. This should spare the elderly patient avoidable cystoscopies. The tradeoff would be that some tumors may be missed for a period of time, but the literature surrounding active surveillance suggest this is safe \[[@CR32]\].

Limitations {#Sec10}
-----------

Our study was retrospective, and longitudinal in nature leaving us unable to control for significant variables, such as the EORTC risk scores, that predict the probability of recurrence and progression of bladder cancer. With 19 % of cystoscopies in the cytology cohort classified as positive, this cohort was at higher risk for bladder cancer than the average US population. Additionally, while the sensitivity could have been improved with narrow band imaging or fluorescent cystoscopy, these technologies were not available at our institution for the entirety of the study period. For the purposes of our analyses, suspicious lesions on cystoscopy were classified as positive. When we correlated this classification with pathology, only 59 % of pathology specimens were found to have cancer, reflecting a limitation of this classification. However, when we performed a sensitivity analysis with suspicious cystoscopies classified as negative, our results were not significantly different, indicating a minimal impact of this limitation on the interpretation of the results. The data were collected over a 10 year time frame; so indications for using the tests have changed over time as have technique of verification of test results. Furthermore, more than one cytopathologist was involved over the period examined and literature suggests high inter-observer discrepancy, but this reflects the real world. Urine cytology has a low sensitivity and is highly operator-dependent in the setting of low grade disease \[[@CR33]\]. In experienced hands, however, specificity is about 90 % \[[@CR34]\]. Indeed, our own data supports this conclusion, and shows an increasing percentage of reported atypical/suspicious cytologies over time (Fig. [3](#Fig3){ref-type="fig"}).Fig. 3Classification of cytologies over time

Conclusions {#Sec11}
===========

We are the first to show that urine-based bladder cancer tests display spectrum effects. The reporting of spectrum effects in diagnostic tests should become part of standard practice. Knowledge of these effects allows the physician to properly interpret the results and has a meaningful impact on a patient's clinical care.
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